Early congenital syphilis is totally preventable but still occurs in Britain and the USA,1 and in the latter, in recent years, it is clear that the increase in the number of reported cases parallels a striking increase in primary and secondary syphilis in women. In the UK, during the 11 years 1973 to 1983, 122 cases of early congenital syphilis (in children less than 2 years of age) were recorded and annual figures varied, with wide fluctuations between English health regions. This is despite a high degree of organisation in our national maternity services and sophisticated supportive specialities. A patient with congenital syphilis presented to us in 1984, and this prompted us to conduct a wider search of our laboratory and other records for further cases in this region. We have studied the clinical, serological, and socioeconomic data on the affected babies in Merseyside, and discuss some of the reasons for the failure to prevent this disease in the community.
Materials and methods
Cases of congenital syphilis recorded in Merseyside between 1974 Five mothers had a negative venereal disease research laboratory test at the first visit to the antenatal clinic. Four of these women had first attended the antenatal clinic after the 20th week of pregnancy; two attended as late as the third trimester. These five women subsequently had positive venereal disease research laboratory, rapid plasma reagin, and treponema pallidum haemagglutination tests which were undertaken after the diagnosis of congenital syphilis was made in their babies. Two women admitted to intercourse with different consorts subsequent to the first antenatal visit.
One of the remaining two women was treated abroad with erythromycin (250 mg orally four times a day for 10 days) during her pregnancy after she was found to have positive serology. One mother who presented at 26 weeks' gestation had positive serological tests but defaulted until the 36th week and then had a course of erythromycin base (250 mg orally four times a day for two weeks) because of alleged penicillin allergy.
Early congenital syphilis still occurs 1129 of unknown occupation. One man was treated abroad and another was admitted to hospital with lymphadenopathy and was found to have positive syphilis serology as part of a diagnostic screen. This led to detection of the disease in his child who had symptoms of irritability, hepatosplenomegaly, and a rash.
Infants. There were three boys and four girls. The birthweights varied from 2-7 to 3-5 kgs in those infants born at term. One child was born at 33 weeks' gestation and weighed 1-8 kg. Of the six infants diagnosed after birth, age at presentation varied from 2 to 16 weeks. Three of the weights Hepatosplenomegaly (enlargement indicated) and maculopapular rash in a 3 month old infant presenting with Consorts. Two of the consorts were seamen, one congenital syphilis. Note evidence offailure to thrivewas a prisoner, three were tradesmen, and one was redundant axillary skin folds. (Fig. 1 ) and desquamating erythema of palms and soles (Fig. 2) , two had nasal discharge, and two had radiological changes consistent with syphilis (Fig. 3) .
Five of the seven infants had a raised rapid plasma reagin titre on admission. Fluorescent treponemal antibody (absorbed) IgM test was carried out on only five babies; four were positive at presentation and one, on whom serial tests were performed, became positive at 10 weeks of age. This child was born to the second mother who was treated with erythromycin. Three of six infants in whom haemoglobin was estimated were anaemic at presentation, their haemoglobin concentrations ranging from 6-6 to 9-7 g/dl. Only three of seven had serum immunoglobulin tests performed and all had a raised IgM concentration. Four of the seven had liver function tests carried out, and all of these had raised serum glutamic oxaloacetic and pyruvic transaminase activities; but only two had a raised total serum bilirubin concentration of which more than 10% was conjugated.
The treatment records of the infants showed that a variety of penicillin regimens had been used. The preparations had included crystalline penicillin, aqueous procaine penicillin, triplopen (a combination of benethamine penicillin, procaine penicillin, and penicillin G sodium), and procaine penicillin with aluminium monostearate. The total doses, The Mersey Region accounted for only 4-5%; however, it is also worth noting that during 1984 there were 13 pregnant women with positive serology (excluding biological, false-positive results), in the Mersey Region-the highest figure recorded in the past five years.
In the USA high risk factors identified for early congenital syphilis were inadequate antenatal care and ethnic origin. 4 In our series all mothers had antenatal care, but only one mother presented before 24 weeks' gestation. Antenatal syphilis serology screening has been standard' practice in the UK, and although not a requirement in some American
States,' a recent review article suggests that some obstetricians in the UK may also doubt the value of such screening in view of the low incidence of syphilis.5 If one considers purely economic grounds alone, however, there is still a strong argument for continuing to screen routinely for syphilis in pregnancy.6 In our series, antenatal serological tests were positive in two mothers but negative in five (in one as late as 32 weeks' gestation). These mothers were either incubating syphilis or acquired it later in pregnancy (three women admitted to intercourse late in pregnancy-one whose husband was later found to be infected and two whose multiple consorts were untraceable). It has also been suggested that serological tests for syphilis should be repeated late in pregnancy in those mothers with a past history of sexually transmitted disease. 7 One of our mothers had been treated previously for gonorrhoea and another had a history of vulval warts. We would strongly advocate repeat serological testing of the high risk pregnant patient later in pregnancy. Occupation of consort and marital status of the mother may also identify risk factors. Two of the known consorts were seamen and one was an inmate of a nearby prison. Four of our seven mothers were single. Ethnic origin, which was highly relevant in the reports from the USA,4 was of no importance in our mothers. Perhaps the higher ethnic incidence in American negroes and hispanics is a consequence of poorer antenatal care in these socially disadvantaged groups.
The stage of maternal syphilis is important in determining the outcome of pregnancy. For example when the mother has untreated primary or secondary disease, infectivity is virtually 100%, but in late maternal syphilis fetal infection is uncommon.7 Five of the mothers had early latent syphilis (duration of infection less than two years) and one had secondary syphilis. In our series, despite antenatal diagnosis, transplacental transmission of the disease occurred in two instances, probably because of the use of inappropriate antibiotics or treatment failures, or both.
At birth, abnormal clinical findings were not detected on routine examination of any of our babies. Although only one neonate was of low birthweight (less than 2 5 kg) a further two babies showed evidence of intrauterine growth retardation (weight less than 10th centile for gestational age). The six infants diagnosed after birth were admitted to hospital with 'non-specific' symptoms-fever, irritability, poor feeding, failure to thrive, or skin rashes. All six had hepatosplenomegaly of a moderate degree. It is interesting to note the association of serosanguinous nasal discharge and gross skeletal involvement in one of our babies and minimal periosteal reaction in another at 6 weeks of age. IgM test combined with high concentrations of serum IgM and a negative result on latex testing (a reason for false positivity). In our series, total IgM was measured in only three infants but was raised in all.
Examination of cerebrospinal fluid should be undertaken routinely in all infants with early congenital syphilis, since this will determine the nature and duration of treatment. Follow up surveillance should be continued for at least two years in babies to ensure clinical and serological cure. Adequate treatment and serological follow up of affected mothers during pregnancy is also imperative.
Congenital syphilis will invariably be prevented if the mother is treated adequately with penicillin, and treatment is completed at least two weeks before delivery. 12 A history of penicillin allergy in the mother should be critically questioned since the efficacy of erythromycin, which diffuses poorly into fetal circulation, is not well established.2 13 In our series, both babies born to mothers treated with erythromycin were affected, and other workers have also reported the failure of erythromycin to cure syphilis in a pregnant woman, probably because the base does not produce adequate serum concentrations.13 14 Because of the lack of uniform treatment in our babies we would endorse the WHO recommendation that in early congenital syphilis procaine or crystalline penicillin G (50 000 U/kg body weight; the latter in two divided doses daily being the preferred treatment if the cerebrospinal fluid is abnormal) should be given intramuscularly daily for 10 days.2 Alternatively, benzathine penicillin (50 000 U/kg body weight intramuscularly as a single dose) can be used provided the cerebrospinal fluid is normal (because of its poor penetration across the blood brain barrier).2 If the mother was inadequately treated or treated with erythromycin during pregnancy the infant should be given a course of penicillin as recommended above. The indiscriminate or inadvertent use of antibiotics may mask the diagnosis of early congenital syphilis and result in inadequate or partial treatment of this disease. For example, in one of our infants, penicillin was prescribed for bronchiolitis, and moderate hepatosplenomegaly though noted was attributed to diaphragmatic depression and hyperinflation of the lungs. One questions the outcome of early congenital syphilis in this child if the diagnosis had not been established.
occurs.
Early congenital syphilis still 
